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111. RATE REVIEW 

A. Rebase of  Cost Data 

The prospective rates will be recalculated:dated and ceilings will be rebased every 
three years using the most recent audited provider cost reports. The rates 
and the ceilings will be inflated in interim years. 

B. New agencies 

1. "New agencies" home providers newly inare health which enroll 
Medicaid after the last rate calculation. They may be newly operational 
and unable to document 12 months of operational costs, or be existing 
agencies which newly enroll with Medicaid. 

2. 	New agencies with a year or more experience are required to  submit an 
initialauditedcostreportatthetimeofenrollment. If the report 

representinga full yearofoperationalcosts is submitted in aninterim 
year, theagency will bereimbursedtheirinflatedreportedcosts,up to  
the inflated ceiling. 

3. 	If the agency has not been operational for a full year, they must submit a 
reportofestimatedcosts.Theseagencies will bereimbursedthelower 
of their estimated costs or the ceiling for each discipline for the first year 
until they submit a cost report representing a full year of operation. An 
average cost per visit, or average cost per hour for home health aide, will 
be calculated from the initial cost report. 
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P r e s c r i b e d  P e d i a t r i c  e x t e n d e d  Care C e n t e r s  (PPECCs) will bereimbursed 
a t  a nego t i a t edrange  sf d a i l y  r a t e s  depending on  t h el e v e l  of  c a r e  
needed by e a c h  c h i l d .  
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DELAWARE RATES FOR PEDIATRIC CARE (COn't) 

Immunizations (con't) 

90720 Diphtheria, tetanus, and pertussis (DTP) and Hemophilus 


influenza B (HIB) vaccine Code nor currently used0 
90724 Influenza virus vaccine 
90725 Cholera vaccine 
90726 Rabies vaccine 
90727 Plague vaccine 
90728 BGC vaccine 
90730 Hepatitis A vaccine 
90731 Hepatitis B vaccine 
90732 Pneumococcal vaccine, polyvalent 
90733 Meningococcal polysaccharide vaccine (any group(s)) 
90737 Hemophilus influenza B Code not currently used0 
90741 Immunization, passive; human (ISG) 
90742 Specific hyperimmune serum globulin 
90749 Unlisted immunization procedure 

*IC = individual consideration 

$ 4.380 
IC* 

$93.00 
IC* 
IC* 
IC*o 

$ 11.500 
$ 8.60 
$45.00 

$38.000 
IC*O 
IC* 


0 = Effective 1/1/95, these codes used for administration fee only due to 
implementation of Vaccines for Children Program. 
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DELAWARE RATES FOR PRIVATEDUTYNURSING 

Duty Services,  performedPrivate Nursing whether by a p r o v i d e r  
l oca ted  i n  Delaware o r  a p r o v i d e rw i t h  an o u t - o f - s t a t el o c a t i o n ,  
a rere imburseda t  a capped h o u r l yr a t ew i t hw e e k l y  maximum d o l l a r  
limit p e rc l i e n t ,  as s e t  by the MedicaidDelaware Program. The 
hour lyratesarerev iewedwhenever  a r a t e  i n c r e a s ei sr e q u e s t e d  by 
a p r o v i d e r ,b u t  nomore f r e q u e n t l yt h a na n n u a l l y  by conduct ing a 
su rveyo ftheagenc iestha tp rov idep r i va tedu tynu rs ingse rv i ces  
and  the  a t  l owes tcapp ing  ra tethe  l eve l  availablef a b l e  o f  these 
p r e v a i l i n gr a t e s .  The weekly maximum d o l l a r  limit i sd e r i v e d  by 
m u l t i p l y i n g  t h e  capped h o u r l y  r a t e  by t h e  minimum number o fhou rs  
necessary t o  m a i n t a i n  t h e  c l i e n t  i n  t h e  home as an a l t e r n a t i v e  t o  
i n s t i t u t i o n a l i z a t i o n ,b u tn o tt oe x c e e de i g h t  ( 8 )  h o u r sd a i l y .  

TN NO.  S?-230 

Supersedes 

TN No .  new case 
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Reimbursement for assistive Technologies and Supplies 

DURABLE MEDICAL EQUIPMENT (DME). SUPPLIES, APPLIANCES, ORTHOTICS 
AND p r o s t h e t i c s  

The Delaware Medical Assistance Program (DMAP) will reimburse DME providers 
for the purchase/rental of medical equipment, appliances, orthotics and prosthetics 
and the purchase of medical supplies when ordered by a medical practitioner. 

Reimbursement is determined by the DMAP based on one of the following: 

The Medicare fee schedule received yearly from the Region A - Durable Medical 
EquipmentRegionalCarrier (DMERC) OR 

0 A nationallyrecognizedpricingsystem OR 
0 	 Information received from the DME provider such as catalog pages that include 

manufacturer's name, item model number, and costs or a copy of the 
company's invoice that describes the item and gives an itemized explanation of 
all charges. (It is not permissible for the DME provider to "roll in" other expenses 
such as labor, delivery, fittings, etc. 

Except where there is a Medicare fee established, DMAP pays the lower of: 

Provider'susual and customarychargecharges 

Cost + 20% (includesadministrationfee) 

List
price. 

AUGMENTATIVE AND a l t e r n a t i v e  COMMUNICATION DEVICES/SYSTEMS 

The reimbursement for augmentative and alternative communication devices I 
systems is determined based on documented actual cost to the provider for the 
device plus 20% on the f irst $1,000 and 5% on the balance, or the provider's 
usual and customary charge for the device, whichever is lower. 

TNDate SP-373 1 8 l s mApproval 
Supersedes 
TN NO, Date 411197 
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Certified Nurse Practitioners will be r e i m b u r s e di nt h e  same way t h a t  
p h y s i c i a n s  are reimbursed, t h e  lesser of t h e i r  u s u a l  and c u s t o m a r yc h a r g e  o r  
t h ec a p p e df e e  per HCPCS p r o c e d u r e  code. 

S u p e r s e d e s

/j TN Xo. new Rage , E f f e c t i v e  Date 07/0 1/90 I 
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F e d e r a l l yq u a l i f i e dH e a l t hC e n t e r ea r e  reimbursed 100% o f  t h e i r  
reasonable costs o f  p r o v i d i n g  health s e r v i c e s  to Medicaid 
b e n e f i c i a r i e s .  FQHCs are assigned a prospec t ive lydetermined r a t e  
p e r  c l i n i c  v i s i t  based on ac tua l  costs repo r ted  on t h e i r  audi ted 
c o s t  r e p o r t  from t h e i r  mostrecent f i s c a l  year.Pr imaryCarecosts 
a resepara tedf romAdmin is t ra t i ve  andGenera lcostsfor  purposes 
of r a t e  c a l c u l a t i o n .  The Administrat ive and Generalcomponent i s  
capped at 40% of t h e  total cost. Each cost  component is i n f l a t e d  
by t h ec u r r e n t  U.S. Consumer P r i ceIndex .  The total i n f l a t e d  cost 
of the  components i s  divided by the number of p a t i e n t  visits to 
determine the prospect ive  re imbursementrate.  Costs reports 
submi t ted  by FQHCs are  subject  t o  a u d i t  by the State .  

TN NO. SP-282 Approval Date -Supersedes 
TN No. New page E f f e c t i v e  date 07/01/90 
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Reimbursement for pharmaceuticals: 

I 

The Delaware Medical Assistance (DMAP) program will reimburse pharmaceuticalspharmaceuticals using 

the lower of 

0 the usualand customary charge to the general public for the prod ct,
-	 theAverage WholesalePrice (AWP) minus 12.9% plus a dispensin fee, or 

a State-specific maximum allowable cost (OMACI and, in some ca es, the federally 
defined Federal Upper Limit (FUL) prices plus a dispensing fee. 

under Section 602 of ' 1Entities that qualify for special purchasing the V veterans Health Care 

Act of 1992, Public Health Service covered entities, selected 

hospitals and entities exempt from the Robinson-Patman 

must charge the OMAP no more than an estimated 

professional dispensing fee. The EAC must be supported by invoice 

documentation. 


Delaware Maximum Allowable Cost (DMAC) - The DMAC payment Ii 

for drugs selected by the DMAP, by First Data Bank (FOB) under 

Medicaid using the following protocol. 


All DMACs will be based on the direct prices. 

FOB will use the lowest of either Geneva Generic or Rugby prices. These are national 

generic labelers/manufacturers that sell directly t o  pharmacies. 

Prices for solid dosing forms will be based on a package size of 103. If  that size is not 

available, the next largest package size will be used. 

Prices for liquid products will be based on 120 ml for over-the-counter (OTC) 

medications and 473 - 480 rnl for legend products. 

All unit dose packaging calculations will be eliminated 

If neither identified labeler markets the product, the median of all other HCFA rebate 

participating sources will be used to  establish a price. 


Drugs are selected based on experience with charges from pharmacies which indicates [hat 
the product cost is less than or equal t o  AWP minus 20%. 

Additional medications will be added to  the DMAC program after gene al provider 
notification 

Federal Upper Limit (FUL) - The FUL is a federally defined price and co i" constitutes the upper I 

limit of reimbursement where a DMAC limit does not exist. 

<continued on page 14a>  I 
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0 	 Pharmacy providers are free t o  dispense any product they wish within the limits of 
State and federal laws governing pharmacies), but the DMAP payment will not exceed ’ 
the limits identified above. 
The limits apply to all drugs listed in Appendix B (FUUMAC listing Icontainingthe 
generic name and upper limit/unit source) of the Pharmacy Provide ’ Manual, including 
brand and substitutes/generics. TState DMAClFUL limits do not apply to  drugs in unit dose package? 
Medicaid reimbursement is limited to  only those drugs supplied from manufacturers that 
have a signed national agreement or an approved existing agreement under Section 
1927(a) of the Social Security Act. Restrictions in drug coverage &e listed on Page 5 
Addendum of attachment 3.1 -A of this Plan. 

-D tiom; 

Exceptions to the reimbursement limits can be made if a physician certifies in hidher 

own handwriting that e specific brand is medically necessary for a particular recipient. 

A check-off box is NOT acceptable. 

A notation of intent in the prescribing physician’s own handwriting (such as, “brand 

necessary”, “brand only”, dispense as written”) IS acceptable (42 CFR 1447.331). 

phone-in prescriptions which qualify for an exception must be followed by the proper 

certification written by the prescriber. 

Faxed prescriptions must follow Board of Pharmacyregulations. 


When an exception exists and a pharmacist wishes to  override the limit t due to  the medical 

necessity of using the brand name product, refer to the billing section of the Provider 

Manual for instructions on the proper coding of the claim. 


If the pharmacist is not willing to  accept the DMAP’s DMAC/FUL payment when a 

prescription is received for a brand name product with no substitutions permitted AND the  

physician has not indicated that the brand is medically necessary according to  the above 

instructions, the pharmacist should: 

9 contact the physician to obtain proper written documentation, or 


refer the recipient to anorher pharmacy that may be willing to fill theprescription for the 
OMAC price, or, as a last resort, ‘ . request full payment from the recipient for the product. 

-
I 
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State/Territory: DELAWARE 

DRUGS : 

Effective 10/31/87, multiple sourcedrugs are reimbursed in accordance with 

Section 6305 of the State Medicaid Manual issued
by HCFA with chargesbeing 
monitored on a per claim basis and being paid atthe lower of actual acquisition 
cost ( A A C )  plus a dispensing fee, usual and customary charge to the general 
public, or the HCFA upper limit plus a dispensing fee. Multiple source drugs 
where the brand name is properly certified as medically necessaryby the 
physician i n  the  physician’s own handwriting and single sourcedrugs, are 
reimbursed at .4AC plus a dispensing fee or the usual and customary charge to the 
general public, whichever is lower. The dispensing fee is Generally $3.65. 
However, if the State is unable to procure prescription items at the usual 
dispensing fee, it will, through its pharmacy consultant, negotiate acceptable 
payment levP Is. 

Effective 1/1/91, Medicaid reimbursementis limited to only thosedrugs supplied 

from manufacturers that have
a signed national agreement an approvedexisting 
agreement under Section 1927(a) of the Social SecurityAct. Restrictions in 
drug coverage arelisted on ATTACHMENT 3.1-A, Page5 Addendum of this Plan. 


